Pediatric head and neck sarcomas are a rare and heterogeneous group of neoplasms. . On multivariate analysis controlling for patient age, sex, size and extent of tumor (T category), nodal involvement (N category), histologic findings, and surgical modality, we found that the yearly case volume of the facility (hazard ratio, 0.465; 95% CI, 0.247-0.872) and time from diagnosis to initial therapy (hazard ratio, 1.041; 95% CI, 1.003-1.080) were associated with significant differences in survival among patients treated surgically but not among those treated nonoperatively. Receiver operating characteristic curve analysis revealed the optimal cut point for facility case volume to be 0.59 cases/y and for time to initial therapy to be 1 week. On univariate analysis, treatment delay was not associated with significant differences in survival, whereas high-volume (≥0.59 cases/y) facilities had improved outcomes compared with low-volume (<0.59 cases/y) facilities (Figure) .
adult cancers of the head and neck have shown that a variety of institutional factors influence patient survival. 3, 4 We aimed to investigate the role of facility and system factors associated with survival among pediatric patients with head and neck sarcomas diagnosed from January 1, 2004, through December 31, 2013, in the National Cancer Database.
Methods | We included pediatric patients (age ≤18 years) with a primary sarcoma in the connective tissue of the head and neck. We excluded patients with other primary malignant neoplasms, missing treatment status, or incomplete followup. We performed univariate Kaplan-Meier analyses and multivariate Cox proportional hazards regressions, using Akaike information criterion minimization to reduce the effect of multicollinearity. We used the Liu method for receiver operating characteristic curve cut point analysis. This study was determined to be exempt from institutional review and informed consent by the Yale University Human Investigation Committee. were associated with significant differences in survival among patients treated surgically but not among those treated nonoperatively. Receiver operating characteristic curve analysis revealed the optimal cut point for facility case volume to be 0.59 cases/y and for time to initial therapy to be 1 week. On univariate analysis, treatment delay was not associated with significant differences in survival, whereas high-volume (≥0.59 cases/y) facilities had improved outcomes compared with low-volume (<0.59 cases/y) facilities ( Figure) .
Results
Discussion | To our knowledge, this study is the first to demonstrate the association of institutional factors with patient survival in pediatric cases of head and neck sarcoma. In particular, our data provide further evidence of the importance of facility volume in surgical outcomes. In a seminal study, Luft et al 5 demonstrated the critical effect of hospital volume on overall surgical outcomes. Since then, facility volume has been increasingly recognized as an important factor for estimating oncologic outcomes. 6 This finding may be particularly salient for pediatric malignant neoplasms, because their rarity and heterogeneity present a complex clinical challenge. In addition, several studies have demonstrated the importance of prompt delivery of treatment after cancer diagnosis. 3 Some have proposed the use of treatment delay as a quality indicator for cancer centers. 7 For pediatric malignant disease, multispecialty care and the unique role of parents in the treatment process may lead to difficulties in coordinating care. Nonetheless, our data suggest that expedient delivery of treatment is associated with improved patient outcomes and may represent a potential target for quality improvement. Our study was limited by missing data in a number of cases, which were excluded. In addition, we were unable to control our analysis for prognostic molecular markers owing to their absence from the primary data set. Our findings suggest that pediatric patients with head and neck sarcoma may benefit from treatment provided at a high-volume center. Better quality control measures aimed at reducing delays to initial treatment may also aid in improving overall survival. 
OBSERVATION

Novel Ingested Foreign Bodies-A Fidget Spinner Case Report
A woman in her late teens with a complex mental health history including depression and eating disorder was found to have severe neck pain and vomiting after reporting ingestion of a fidget spinner toy broken into 3 pieces. Surgical treatment was required for removal. We review this case and use it to highlight important features in the diagnosis and treatment of ingested foreign bodies.
To our knowledge, this is the first case report describing ingestion of a fidget spinner toy and subsequent complications. A common cause of emergency evaluations, foreign bodies are frequently benign and often pass without incident. However, some features should raise suspicion for potential problems. Magnets can cause obstruction, ulceration, and perforation owing to their propensity to attract across bowel loops and electrochemical burns can develop quickly with modern small batteries. 1 Large objects (commonly defined as those greater than 20-25 mm) can obstruct or become impacted. [2] [3] [4] Sharp or pointed objects can lead to perforation from ingestion or removal.
Report of a Case | This observational case study was reviewed, approved, and designated nonresearch by the Seattle Children's Hospital Institutional Review Board. Written informed consent was obtained from the patient. In this case, the patient stated her actions to clinicians after developing symptoms of severe pain and vomiting. Radiographic imaging confirmed the presence of 3 round metallic objects in the esophagus (Figure 1 ). Medical treatment with glucagon was attempted; however, 1 of the 3 objects did not pass, necessitating esophagoscopy. Glucagon is controversial in this setting, but the patient was a high-risk anesthesia candidate owing to medical comorbidities, so noninvasive treatment was initially favored. Endoscopic evaluation of the proximal esophagus showed a large, irregular foreign body comprised of metal and plastic, the plastic portions not having been visible on the prior radiograph. Removal was challenging though ultimately successful.
To avoid an open esophagotomy, rigid endoscopy was chosen because the object was so large that none of the extraction devices available for flexible endoscopes were adequate. Once the proximal esophagus was exposed with a Miller laryngoscope 
